Introduction: The landscape of health care is changing drastically, and the future within which our residents practice medicine will look very different than today's current health care system. Our residency program created a weeklong introduction to health care reform in the United States for residents. Methods: The materials for faculty facilitators associated with this publication include PowerPoint presentations, a debate script on bundled payments, and an evaluation survey. The weeklong curriculum requires 7 hours of scheduled time from all learners, with an additional 5 hours for the residents and faculty running the debate. The survey completed at the end of the week showed that on a query of interest in health care reform (1 = no interest, 5 = very interested), interest level increased from an average score of 2.35 presession to an average score of 3.61 postsession. Results: Self-reported basic understanding of all areas queried increased from pre-to postsession. Discussion: This endeavor works best as a collaboration between residency program directors, associate program directors, residents, and other willing parties at one's home institution as the didactics were designed to include all PGY levels. Overall, this method of introducing a very complicated topic was well received by the residents, who voted to continue the weeklong curriculum going forward.
Introduction
It is our experience that most residents possess little understanding of the outside world they will practice in upon graduation. They have a very basic understanding of the health care system and less understanding of current policy and health care reform. While this information falls under the ACGME competency of systems-based practice, most programs do not have a structured format to teach the content. Additionally, residents may be disinterested as it is not information that is queried on the board exams. We developed this curriculum as a health care reform week to both fill the gaps in residents' knowledge and spark enthusiasm for the topic. The curriculum was created by faculty at the Hofstra Northwell School of Medicine, one of the largest not-for-profit health care systems in the country, where we were able to leverage the skills and enthusiasm for the topic of several faculty members. The scheduling was intended to reach as many of our 132 residents as possible, and as everyone was expected to attend the noon conferences and grand rounds, we teleconferenced these to both of our campuses.
Methods
The creation of a health reform week should start with organizing the overall structure of the week. The sample schedule (Appendix A) lists a suggested organization of the didactic sessions as well as the speakers we chose for each, but this can be adapted to whomever is appropriate at your institution. Noon conference times worked best for us since we already had rooms reserved and were also able to set up teleconferencing to our other sites. Grand rounds can be done at the designated time within your department.
The first day includes the 1-to 1.5-hour presentation/workshop titled Payment and Delivery System Reform: A Primer (Appendix B). This presentation can be given by any knowledgeable faculty member as it aims to impart to the residents a basic understanding of jargon they will be hearing throughout the week. You can use the think, pair, share method throughout the presentation to encourage discussion on the relevant topics such as fee-for-service and value-based purchasing.
The second day includes 2 hours of lecture on two topics. The first hour is a lecture titled Your Research Can Influence Health Policy (Appendix C). This talk was given by one of our associate program directors and focuses on advocacy, GME financing, and the Institute of Medicine reports. The second hour is a lecture on managing high-risk populations and risk-based contracting that was given by the medical director of our insurance company. While we were unable to get permission to include the full lecture, the outline and overall goals are included in Appendix D to aid replication at other institutions.
The third day is also two parts, starting with grand rounds in the morning; however, others may choose to do this session on whichever morning grand rounds are typically scheduled. Plan to invite a speaker who is well versed and knowledgeable about health care reform in your state. At our institution, two residents per year do a monthlong rotation in Albany, New York, with the New York Chapter of the American College of Physicians (ACP). Through this maintained connection, we are able to invite the ACP New York Chapter's executive director, who is a lobbyist and can provide an update about what is new and ongoing with state policies. Then, in the afternoon of third day, there is a 1-hour lecture on high-value, costconscious care. ACP offers free resources for this presentation online (see Appendix D) for any faculty member to give this talk.
The fourth day is the resident debate, which requires a good deal of preparation. First, you need to select eight residents who will fill the eight roles described in Appendix E. In preparation for the debate, we instruct the eight residents to review their roles (Appendix F) and read three additional readings for a deeper understanding of the material. Our program director served as moderator, but any capable faculty can do this. We had a practice run-through prior to actual debate, but this is not required. Faculty and fellows were invited to attend the debate, and the chairman queried the audience at the end. Having the chairman support our week both at grand rounds and by participating in the debate added credibility to our work.
Following the debate, we conduct a retrospective pre/post knowledge survey (Appendix G) in order to gauge the level of self-reported knowledge change. The 11-question survey asked the residents to circle their degree of understanding of the material before and after health care reform week on a Likert scale (1 = no knowledge, 5 = very knowledgeable) for the first 10 questions. The eleventh question used a separate Likert scale (1 = no interest, 5 = very interested) to gauge residents' overall interest in the topic of health care reform.
Results
A total of 53 residents completed the survey, but the surveys of the eight residents who participated in the role-play (acting residents) were analyzed separately. The full results are listed in the Table. Of the 45 nonacting residents from PGY-1 (n = 23), PGY-2 (n = 9), and PGY-3 (n = 13) who completed the survey, attendance averaged at 4.7 out of the six sessions. The eight acting residents were PGY-2 and PGY-3 and [1] [2] [3] attended an average of 5.25 out of the six sessions. The first 10 survey questions asked for self-reported pre-and postsession understanding of 10 topics. All of the 10 knowledge questions had a self-reported increase in knowledge from pre-to postsession attendance. For nonacting residents, the lowest percentage increase was 53% on question 5, which asked about knowledge of GME financing. The greatest percentage increase was 122% on question 10, the pros and cons of bundled payments. Similar results were found for acting residents, who had a 35% increase on question 5 and a 176% increase on question 10. The final question asked the residents to rate their interest in health care reform pre-and postsession on a scale of 1-5 (1 = no interest, 5= very interested). The presession score was an interest level of 2.35, and the postsession score was an interest level of 3.61 for nonacting residents, which was a 54% increase in interest. For the eight acting residents, there was a 79% increase in interest for the topic. 
Discussion
The current literature for teaching health policy and health care reform is very sparse. Patel, Davis, and Lypson in 2011 stated that "medical education has failed to keep up with policy changes as the US health care system has evolved." Part of the reason for this is that health care reform can be a challenging subject for residents to embrace and faculty to teach. However, failure to teach health policy to rising physicians can mean a detrimental future for them and their patients. Given the dearth of literature describing the outcomes of teaching this type of curriuculum, we decided to start small with a 1-week curriculum to begin the health policy conversation with our residents. Each presentation during the week built upon the others and laid the groundwork for the debate at the week's end. The successful use of debate in facilitating the study of health care reform is reported in the literature by Nguyen and Hirsch.
The results of our survey showed that not only did the residents' self-reported knowledge base increase in all areas taught but also the interest level for the topic of health care reform increased. We assessed resident self-reported understanding of various health reform topics using a 5-point Likert scale, with 5 being strongly agree and 1 being strongly disagree. Assessing self-reported knowledge and skills acquisition has been done in other evaluations of educational interventions using a retrospective pre-/posttest design. This methodology has been shown to reduce bias in the assessment of participants' selfassessed knowledge and skills acquisition compared to the traditional pre-and posttest design. This is because it is known that the use of a scale to rate trainees before and after exposure to a training intervention may change because of the training intervention in question. While our survey is not a true test of the residents' knowledge, our main goal was to assess the residents' desire to have health reform topics provided in the curriculum and gain exposure to this topic.
We had a very successful health care reform week for many reasons. First and foremost, our program director was extremely knowledgeable on the subject and was the visionary behind the debate and lecture topics to include. This was accentuated by our two chief residents who, having completed an advocacy elective, also shared their enthusiasm and knowledge with their peers. Our large program size also helped with our success as we had many other faculty members who were willing participants. If you come from a smaller institution, you might try to leverage nontraditional faculty, such as the medical director, executive director, or anyone else who is knowledgeable, to help lead certain discussions. As this is a reproducible 1-week curriculum composed of lectures and activities, it can be changed every year to include different topics and speakers. Given that GME financing had the smallest percentage gain in participant understanding, we plan to add additional material on this topic in the upcoming year. 
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